An anomalous origin of the right coronary artery from the main pulmonary artery (ARCAPA) is a rare congenital cardiac malformation. As compared to the patients with a left coronary artery from the pulmonary artery (ALCAPA), most of the patients with ARCAPA remain asymptomatic. The premorbid diagnosis of ARCAPA has been made with conventional angiography for several decades. However, this imaging technique has limitations due to its invasive nature. The recent development of multidetector computed tomography (MDCT) allows accurate and non invasive depiction of the origin, course and termination of coronary artery anomalies.
A 63-year-old man was admitted with complaints of exertional dyspnea and atypical chest pain. Coronary angiography and 64-slice multidetector computed tomography (MDCT) revealed an anomalous origin of the right coronary artery from the pulmonary artery (ARCAPA). He received a coronary artery bypass graft (CABG). The incidence of ARCAPA is extremely rare. We report here on the first case of ARCAPA that was noninvasively diagnosed and postoperatively followed up with 64-slice MDCT.
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Coronary Vessel Anomalies Pulmonary Artery Tomography, X-ray Computed myocardial perfusion SPECT (MSPECT) was performed due to the myocardial ischemic symptoms. MSPECT showed a fixed and partly reversible perfusion defect and hypokinesia in the inferior wall. Myocardial ischemia and infarction were thought to have occurred in the RCA territory (Fig. 3) . Thereafter, he underwent a coronary artery bypass graft (CABG) and postoperative follow up 64-slice MDCT. The postoperative curved MPR and the volume rendered images demonstrated ligation of the original os of the RCA from the pulmonary trunk and creation of an anastomosis between the right internal mammary artery (RIMA) and the RCA (Fig. 4) .
Discussion
In 1885, Brooks was the first to show that coronary arteries may be anomalously originate from the pulmonary trunk (1) . ARCAPA was first diagnosed angiographically in 1962 and it was diagnosed echocardiographically in 1985 (2) . One-third of the patients with ARCAPA have other congenital cardiac malformations, and most of these patients have an aorto-pulmonary window (36%) or tetralogy of Fallot (23%) (2).
Soloff noted 4 possible types of anomalous origin of the coronary arteries from the pulmonary arteries (3). The most common of these is the anomalous origin of the left coronary artery, and this occurs in approximate- ly 1 in 300,000 children. The origin of the right coronary artery from the pulmonary artery is extremely rare. Yamanaka and Hobbs detected 2 cases of ARCAPA out of 126,595 patients who underwent angiography and they concluded that ARCAPA accounts for 0.12% of all the coronary artery anomalies (4) .
Comparisons between ARCAPA and ALCAPA were described by Williams (5) . The most common presentation of ARCAPA is a murmur. Unlike ALCAPA, there are no characteristic ECG findings associated with AR-CAPA, which often results in the classic syndrome of infant myocardial ischemia, infarction and when untreated, death. Some authors have hypothesized that this is due to the lower oxygen demand of the right ventricle compared to the left one and the smaller amount of myocardial territory fed by the RCA as compared to that of the LCA.
Although ARCAPA is uncommon, advanced diagnostic methods have led to an increase in diagnosing this malady during infancy and childhood. Patients with AR-CAPA are usually asymptomatic (5). Radke et al. reviewed the literature and summarized 57 cases of this anomaly (6); it is typically revealed in children when they are examined for other congenital anomalies. Few of the cases of ARCAPA had myocardial ischemic symptoms and they underwent re-implantation or CABG using cardiopulmonary bypass. Therefore, more physicians will be faced with the dilemma of how to manage what has historically been considered a benign lesion. Yet ARCAPA has been associated with cardiac symptoms and sudden death (7, 8) .
The accurate identification of coronary artery anomalies is vital for patients with congenital heart disease, as the pattern and the course of the abnormality determine the need for treatment and this may affect the type of repair or the patients' outcome. Coronary artery imaging with echocardiography may be difficult in some patients due to poor acoustic windows. Conventional coronary angiography is invasive and it may also be difficult because of the lack of 3D information on the coronary artery as is related to its surrounding structures. Recently, coronary angiography using MDCT has rapidly evolved as a promising, non-invasive method for assessing patients with coronary artery disease.
We report here on a first case of an elderly male patient with isolated ARCAPA, which supplied rich collateral flows to the RCA and this was all detected by 64-slice MDCT. This is also the first report that describes the follow-up of ARCAPA by 64-slice MDCT after surgical correction.
